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D ISCUSSION 
Dr  Carl  Bredenberg (Portland, Me). These are outstanding 
results and a couple of  points that were made are worthy ofreem- 
phasis: the relative prevalence of  aortic dissection as an acute aor- 
tic event and the decline in mortality that you have shown over 
the last decade. 
In the face of  the peripheral arterial occlusions, do you go for 
the central repair as first priority expecting that by redirecting 
flow into the lumen you correct he peripheral problem itself?. Or 
do you attack the peripheral manifestation and complication first 
and then if necessary go on to central repair? 
The other controversy is: if you are going to intervene, 
should it be done endovascularly or open? In your manuscript the 
focus on the difference in management  depends upon which 
branches are involved. I f  the cerebral branches and the spinal 
branches were occluded, the fate was already determined by the 
time you got the patients. It was really in the visceral/renal ves- 
sels where intervention became critical. 
I think you have given us all what sounds like a compromise 
between the concept hat "I always repair the periphery first" and 
"I always repair the central aortic tear," and you might want to 
elaborate a little bit more on that. If I understand it, particularly 
in your proximal tears, you would repair those first particularly if
there was impending tamponade or rupture. But symptomatic 
visceral or renal ischemia really demands a peripheral repair first 
unless the aortic tear is pushing you otherwise. Of  course, I think 
your observations on the value and safety, in your hands at any 
rate, of  open surgical intervention for the abdominal complica- 
tions is something we ought to take with us as we consider these 
supposedly newer safer "nonsurgical" interventions of  endovas- 
cular. I really do not have any questions. You highlighted and very 
well answered a couple of  the enduring questions in the manage- 
ment of  this very, very difficult problem---difficult for the aortic 
and peripheral surgeon. Thank you. 
Dr  S tephen R. Lauterbach .  Dr Bredenberg,  thank you 
very much for your kind comments .  To comment  on the 
"peripheral versus central debate," it is interesting as we know 
from the Stanford experience, in addit ion to our own, that 
central repair does not ameliorate all peripheral complications. 
In Slonim et al's recent report, nine of  10 endovascular tech- 
niques were done after proximal repair, so patients had central 
aortic repair, did not have their peripheral circulation restored, 
and underwent  additional endovascular procedures. 
With regard to the timing of  peripheral versus central repair, 
two of  the nine fenestrations actually were done in patients with 
proximal dissection who had their abdominal fenestration done 
and within 24 hours, went on to have their ascending aortas 
repaired. Obviously, these patients did not have evidence of  the 
central cardioaortic omplications such as aortic rupture, acute 
tamponade, or coronary obstruction that would have resulted in 
ascending aortic surgery as first proprity. 
Dr  Richard Gusberg  (New Haven, Conn). I congratulate you 
on an excellent presentation and excellent results. We at Yale share 
your philosophy with a complication-specific approach. I would 
emphasize one thing and that is that we also have had very good 
results, particularly in the high-risk patients with abdominal fenes- 
tration, but it is only effective in getting adequate reperfusion of 
the visceral vessels if it is done relatively early after the dissection, 
meaning within 48 hours or so, which sometimes i  a challenge in 
some of the patients who get referred in from outside. I have one 
question, which is, have you had any experience doing any percu- 
taneous fenestrations? 
Dr  Lauterbach. Thank you for your comments, Dr Gusberg. 
With regard to the percutaneous fenestration, we have had three 
patients in the group of  five who had endovascular procedures. 
Two were for lilac obstruction and one had additional lilac stent- 
ing, and they were all successful. Two of the mesenteric obstruc- 
t ions - those  patients also had renal ischemia--both died of  
mesenteric nfarction. The group is small but we have done per- 
cutaneous fenestration. The trend has been within the last 12 
months to avoid fenestration and stenting between the true and 
false lumens, and place large Palmaz stents within the true lumen 
to keep it expanded. 
Dr  Jack L. Cronenwet t  (Lebanon, NH).  These are very 
impressive results. I have two questions. One, you had an excel- 
lent result with your fenestration procedures. Do you see any role 
for Dr Melville Williams' approach to a more proximal treatment 
of  these dissections within the abdomen? My second question 
relates to why the mesenteric endovascular approaches didn't  
work. What was the problem in those cases that made them fail? 
Dr  Lauterbaeh.  Thank you, Dr Cronenwett. The Hopkins 
group has had excellent results, as have Dr Gusberg and his col- 
leagues at Yale, with abdominal fenestration. Our technique is a 
little bit different han theirs. As you know, we are transecting the 
aorta more inferiorly. I think as long as some of the septum is 
excised and flow can be reestablished into the true lumen you do 
not necessarily have to open the aorta as extensively as the 
Hopkins group does; however, the results are the same. I think it 
is more of a local comfort level. 
The reason the endovascular p ocedures were not successful 
~br the mesenteric circulation is difficult to determine. I think one 
of  the problems is that without laparotomy one really does not have 
a firm grasp on how ischemic the bowel is before the patient goes 
to the angiography suite, often for long periods of  time. If necrotic 
intestine does not get resected, death occurs. One of  these patients 
with mesenteric schemia was deathly sick on transportation, and it 
was unlikely that any procedure would have saved his life. 
